Iliac venous aneurysms are vascular abnormalities that may lead to rupture, thrombosis, pulmonary embolism, or death. 1 Described in the setting of trauma, venous aneurysms have been treated using balloon angioplasty, stenting, staple plication and resection over a balloon mandril, aneurysmectomy, and lateral venorrhaphy. 2, 3 Inferior vena cava (IVC) agenesis, like venous aneurysm, is an uncommon condition. 4 Thought to arise from embryologic dysgenesis or early IVC thrombosis, the spectrum of IVC agenesis and hypoplasia may present with deep venous thrombosis. 4 Such patients have been treated conservatively with anticoagulation and compression stockings or aggressively with open thrombectomy and caval reconstruction or endovascular iliocaval reconstruction. 4, 5 This report describes a patient, who consented for this publication, with IVC agenesis and iliac venous aneurysm rupture treated with emergent iliocaval reconstruction and endovascular stent graft placement. (Fig 3) . The patient was discharged 5 days later.
CASE REPORT
The patient was seen in the interventional radiology clinic 2 weeks later without complaints. The patient was transitioned 
DISCUSSION
Although it is not often associated with iliac venous aneurysms or venous rupture, iliocaval thrombosis is a common cause of morbidity in otherwise healthy patients. 5 The indications for iliocaval reconstruction include venous occlusion in the setting of recurrent deep venous thrombosis, post-thrombotic syndrome, and curtailment of habitual activities. This case illustrates that iliocaval reconstruction may also be used as part of a strategy to treat ruptured venous aneurysms in the setting of iliocaval agenesis. 5 The iliocaval reconstruction technique has been described elsewhere. 5 Briefly, after bilateral great saphenous vein and right IJ vein access is obtained, a vertebral tip catheter and straight stiff guidewire are used to perform recanalization. If initial recanalization is unsuccessful, sharp recanalization using Once through-andthrough access is obtained, tract integrity is evaluated using contrast material or carbon dioxide injections in conjunction with IVUS. The IVC is then dilated to 18 mm, the common iliac veins are dilated to 16 mm, and the external iliac and common femoral veins are dilated to 14 mm. Next, 18-to 22-mm self-expanding stents are deployed in the IVC with common iliac stents deployed such that the square of the stent diameter is half the square of the stented IVC diameter, rounded up to the next available size. Postprocedure angioplasty, venography, and IVUS are performed. Afterward, the inflow is evaluated from an IJ approach, and angioplasty is performed as necessary. Iliocaval reconstruction is technically successful in 83%. 5 The 4-year primary and secondary patency rates are 35% and 72% for iliac vein recanalization and 40% and 80% for IVC recanalization, respectively. 5 Although additional studies are needed to further refine iliocaval reconstruction techniques and describe long-term patency, this case emphasizes that endovascular therapy is a potential treatment alternative for complex venous disease including IVC agenesis and concomitant iliac venous aneurysm rupture.
